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Cytology: Malignant cells may be detected in the duodenal aspirate but reports are not unanimous regarding the diagnostic accuracy of duodenal cytology. Cannulation of the ampulla of Vater: The flexible duodenoscope can be used to cannulate the ampulla of Vater but it is too early to assess what impact this technique will have on the diagnosis of pancreatic disease.
Coniclusions
The usual reasons for undertaking an assessment of the pancreas are obstructive jaundice, fat malabsorption, diabetes mellitus and abdominal pain. If the first three conditions are due to pancreatic disease any one or more of the tests mentioned is likely to provide the diagnosis. The big difficulty remains in deciding when abdominal pain is due to pancreatic disease. Unfortunately none of the available investigations is sufficiently sensitive to detect minor degrees of pancreatic inflammation.
In making a diagnosis of pancreatic disease it is necessary to have particular experiepce with one or more of the standard methods for evaluating pancreatic function and morphology. With experience and attention to technique a correct diagnosis can be achieved in 75-80% of patients and this may be increased to 90 % if a combination of techniques is employed.
Mr J E Trapnell (Royal Victoria Hospital, Bournemouth) Acute Pancreatitis [Abridged] This paper reviews four aspects of acute pancreatitis, in each of which some new data are available or a change in management has occurred. The review is based on an analysis of 590 cases.
Etiology
The etiological factors which predispose to the development of pancreatitis have been discussed previously (Trapnell 1972) . Over the past twenty years there have been only two changes in the overall spectrum. First, an increasing incidence of alcoholic pancreatitis is clearly discernible (Table  1) . Secondly, steroid pancreatitis has emerged as a definite entity; while it will remain a rare complication of long-term therapy, it is still important because of the very high mortality and also because it is one of the causes of pancreatitis in children.
Diagnosis
The diagnosis of acute pancreatitis can be difficult and laparotomy may be required. This is not harmfulper se and may be life-saving if the patient has some other acute abdominal catastrophe (Trapnell & Anderson 1967) .
The Role ofSurgery In diagnosis: Laparotomy is indicated when the diagnosis is in doubt or when there is a rapid clinical deterioration in spite of adequate resuscitation. If acute pancreatitis is revealed this raises the old controversial question of what further action, if any, should be undertaken. No conclusive answer can be given but some pointers have emerged from analysis of the relevant cases in the present series. Of 148 patients who underwent operation during the acute stage of the illness 83 had a simple laparotomy; in the other 65 some additional procedure was also carried out (Table 2) . Superficially, simple laparotomy or cholecystostomy appears to carry a much higher risk than formal cholecystectomy. This does not, however, present a true picture: in any case it was the more severely ill patients who came to operation, and cholecystectomy, particularly with exploration of the common bile duct, was attempted only when the local situation was technically favourable. Cholecystenterostomy has now fallen out of fashion, not only because many of these patients subsequently have to return for a formal cholecystectomy but also because our current understanding of the pathogenesis invalidates the operation on theoretical grounds (Trapnell 1968).
A study of this material indicates that the correct management depends primarily upon whether or not biliary tract disease is present. If there are no gallstones, biliary tract surgery is not indicated in any form, for it will confer no benefit. Neither is pancreatic drainage indicated at this early stage. If the patient is jaundiced cholecystostomy is preferable to choledochostomy.
The role of immediate pancreatectomy is still controversial; it may have some place on theoretical grounds, but it will be many years before sufficient cases have been collected to permit the value of this very major procedure to bejudged.
If gallstones are present, definitive surgerycholecystectomyshould be performed. Neither internal nor external drainage of the gall-bladder has anything to commend it, except in the patient who is severely ill or when operation must be limited for some other reason. The management of the patient who is jaundiced or where stones are palpable in the common duct is again controversial.
In a search for guidance on this problem it is necessary to analyse the patients with 'gallstone' pancreatitis (316 cases). Stones were present in the common bile duct in 80 cases (25 %); this is a much higher incidence than would normally be expected. It can also be shown that the mortality for patients with stones in the common bile duct is considerably higher (26%) than in those where the duct is normal (17.8 %), although the difference is not statistically significant (x2=2.171).
For the patient found to have pancreatitis at laparotomy it seems rational to suggest not that the common duct should always be explored but that operative cholangiography, with aspiration of bile before injection of the dye, should be performed because of the high observed incidence of common duct stones. If stones are present the duct must be opened and the stones removed, but this manceuvre should be carried out with the utmost gentleness by someone experienced in common duct surgery. Under no circumstances is it justifiable to pass probes through the lower end of the common dile duct or tamper directly with the sphincter at this time. In the treatment of complications: Laparotomy may be required later in the course of an attack of acute pancreatitis in a minority of patients who develop one of the complications of the disease (Trapnell 1971). In the prevention ofrecurrence: Definitive surgery may be indicated during the convalescent period to eradicate some etiological factor such as gallstones or, very rarely, a functioning parathyroid adenoma which may have predisposed to the development of pancreatitis.
Clini.cal Course andPrognosi.s Analysis of 128 patients seen and treated personally confirms that acute pancreatitis is an unpredictable illness. In the majority of instances the course is in fact predictable, but in a minority an unexpected deterioration or rapid improve-ment of the patient's condition can occur, not only without warning but also as an apparent contradiction of the original clinical assessment of the patient's state. In particular, severe and most distressing pain can disappear rapidly. This aspect needs stressing at the present time when various new forms of treatment are being introduced, for there is a real danger that an improvement in the patient's condition may be attributed to some new drug when in fact it is part of the natural history of the illness. From this it follows that the evaluation of any form of treatment is extremely difficult. The probability that ethanol consumption causes chronic pancreatitis (CP) is favoured by two findings. (1) Fatty liver, CP and especially chronic calcifying pancreatitis (CCP) seem particularly frequent in two different areas: those countries in the well-nourished Western world where alcohol consumption is high (France, United States), and the intrertropical area where kwashiorkor is frequent (Sarles et al. 1965 , Sarles 1971 .
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(2) In France, enquiries into nutrition in patients with CCP matched with normal controls show that alcohol consumption (and fat and protein intake) is significantly higher in the former. Nevertheless, 20% of patients with CCP are not alcoholic and 5% do not drink, the lesions of drinkers and non-drinkers being similar; therefore, although the frequency of the disease is significantly correlated with alcoholism, it also appears in a small number of non-drinkers (excluding hyperparathyroidism and family cases).
What is Alcoholic Pancreatitis ? There are no differences in the features and symptoms of the different etiological groups. The pathological features of CCP are evident during the first attacks of pain and long before the appearance of calcified pancreatic stones on the plain film of the abdomen. Characteristic features
